Introduction
Dispensaries for treating the sick poor have existed in England in various forms since at least the end of the seventeenth century, when the College of Physicians founded a number of such institutions which they funded until 1725.1 Medical professionals continued to establish dispensaries after this date. For example, by 1750 one had been set up in Berwick Street, London, offering the services of a "regular bred physician" to both paying patients and charity cases.2 A group of apothecaries founded another in 1732, although it was designed to treat its subscribers only, rather than the sick poor.3 During the first half of the eighteenth century dispensaries were also founded in provincial centres. In Bristol there were at least two: a shortlived one, opened in 1746 by John Wesley,4 and another set up by an unnamed physician in 1750.5 The foundation of dispensaries continued during the final quarter of the eighteenth century, when a variety of different types were established in London, including at least one designed to provide medical care for its subscribers, and one which was set up by an alternative healer to promote "Spilsbury's Anti-Scorbutic Drops".6 In addition, between 1769 and 1792 a large number of charitably funded dispensaries were established in London (see Table 1 ). They can be distinguished from those described above by their reliance on the financial and administrative support of a large number of non-medical benefactors, and by their treating only the sick poor. The remainder of this paper is concerned solely with these dispensaries. I am very grateful to four anonymous referees, and participants at the Wellcome Symposium on the Financing of British Medicine for their comments on earlier versions of this paper. I am also grateful to Dr S Ogilvie and Dr J Humphries for their comments on the PhD dissertation from which this paper is drawn. They provided treatment both at a dispensary itself and in the homes of the poor. A number provided food and wine, but their core activity was the provision of medicine and medical advice. They followed the institutional arrangements of the voluntary hospitals, including offering subscribers the right to recommend patients and to vote in the election of officers. The fundamental difference between them was that dispensaries did not offer any in-patient treatment, whereas few hospitals routinely treated patients in their own homes. This meant that dispensaries were able to treat larger numbers of patients than could be cared for in hospitals, and they could also attend to categories of patient for whom in-patient treatment was believed harmfuil, including asthmatics and "consumptives".
Dispensaries have received little attention from historians, who have advanced two explanations for the post-1770 Dispensary Movement in London. Firstly, dispensaries were institutions designed to advance the interests of a particular group of physicians who were "outsiders" in the London medical market and therefore unable to gain hospital positions; and secondly, dispensaries were founded because hospitals were unable to meet dispensaries, both in London and in provincial centres. However, this does not provide a complete explanation of either the foundation or ongoing success of dispensaries, since physicians were subordinate to and ultimately dependent on the benefactors who provided financial support and who were potentially private patients.8 Even John Coakley Lettsom, who has been credited with founding the General Dispensary out of concern for the sick poor, stated that one of the dispensary's functions was to "convey instruction in imitation of private practice".9 The need to ensure that the rules and activities of a dispensary were attractive to benefactors is also illustrated by the fate of the Dispensary for the Infant Poor, which did not accede to benefactors' demands for greater control over admissions, and therefore lost financial support and closed in 1783.10 A complete understanding of the Dispensary Movement therefore requires that benefactors' objectives be examined.11
The second explanation advanced in the secondary literature, that dispensaries were founded because hospitals with their exclusive admission criteria and small number of beds could not meet the needs of the newly urbanized and industrialized poor, is similarly incomplete. The actions and motivation of the benefactors need to be analysed without being conflated with the needs of the recipients. This has been recognized by Marland and Webb in their examination of provincial dispensaries,'2 and is an approach adopted by a number of historians examnining the support forticoming for other types of eighteenth-century charities.'3 1' A similar point has been made by Marland, who argued that it is important that the traditional focus on doctors and patients should be enlarged to include the role played by lay-people in medical charities. H Marland, Medicine and society in Wakefield and Huddersfield, 1780-1870, Cambridge University Press, 1987. 12 Webb, op. cit., note 7 above; Marland, op. cit., note 11 above. Peterson has also recognized that benefactors founded, and dominated, charitable medical institutions. She does not, however, examine benefactors' objectives, and why they were interested in founding hospitals, but rather states only that hospitals were "created to bring health care to the sick poor". M Jeanne Peterson, The medical profession in mid-Victorian London, Berkeley and London, University of California Press, 1978, p. 116. 13 D Andrew, Philanthropy and police: London charity in the eighteenth century, Princeton University Press, 1989; A Borsay, "'Persons of honour and reputation": the voluntary hospital in an age of corruption ', Med. Hist., 1991, 35: 281-94 ; F Prochaska, Royal bounty: the making ofa welfare monarchy, New Haven and London, Yale University Press, 1995; Marland, op. cit., note 11 above; R Porter, 'The gift relation: philanthropy and provincial hospitals in eighteenth-century England', in L Granshaw and R Porter (eds), The hospital in history, London and New York, Routledge, 1989. Fundraising literature published by the dispensaries invoked a number of goals, and by doing so placed them in the public domain. It projected an image of dispensaries as institutions designed to cure the sick poor, and argued that through their support benefactors could achieve a number of laudable aims, including humanitarian relief for the sick poor. These publicly acknowledged objectives are outlined in the second section of this paper. However, it is not clear that any of them were the fundamental source of charitable behaviour rather than simply its acceptable public face.14 The third and fourth sections of the paper examine what can be called the private impetus for medical charity: those aspirations which were not publicly acknowledged, but which were consistent with other aspects of the image which the dispensaries projected, in part through dispensary rules and practices. The nature of these suggests that the benefactors who supported dispensaries were motivated by social status, fashion, and a desire for direct contact with subordinate recipients of charity. The elite figureheads associated with a particular dispensary also contributed to its image, not least because their political affiliation could be used to attract like-minded benefactors. Unlike the publicly acknowledged objectives, these private and political ends provide a clear explanation for the support forthcoming for dispensaries that does not rely on benefactors having an altruistic concern for the needs of the poor.
Although this paper focuses primarily on dispensaries, they cannot be analysed in isolation from voluntary hospitals since benefactors and patients exercised an explicit choice between them. Moreover, the dispensary literature often referred to the complementary roles played by the two types of institution.
The empirical evidence used in this paper relates to a number of primarily Londonbased dispensaries, dating especially from the two decades after 1770 when most of the dispensaries were founded.15 Where it is relevant, material relating to the 1790s has also been included in the analysis. Since the major source of evidence is fundraising literature, the paper focuses on financial benefactions and does not assess the motivation for or role of alternative manifestations of charitable behaviour, such as the amount of time benefactors devoted to administering dispensaries or visiting the sick poor.
II
The Public Face of Dispensary Charity The acceptable public face of charity in the eighteenth century comprised the publicly acknowledged objectives which institutions used in their appeals to benefactors. These worthy intentions appeared in two contexts: first, they were referred to when charities or their representatives exhorted individuals to make benefactions, and second they were alluded to, ex postfacto, as the rationale for charitable behaviour. One source of evidence about the nature of these objectives is, therefore, fundraising literature published by the charities themselves.
14 C Rosenberg, ' The fundraising activities of dispensaries included annual charity sermons, preached by prominent clergymen and usually followed by an anniversary feast. A number of these sermons were published and provide information about the objectives preachers believed were legitimate.'6 As Andrew has argued, these sermons "articulated the hopes and motives of their audiences".17 Many of the dispensaries also published annual reports, which generally included statements of their aims, rules, lists of officers, the number of patients treated, lists of benefactors and the amount of each individual's benefaction, and sometimes the institution's total income. These annual reports, particularly the statements of aims, therefore provide an additional source of evidence relating to the public face of dispensary charity.
As was noted in the introduction, it is not possible to analyse dispensaries in isolation from hospitals. Both projected images of themselves as institutions designed to cure the sick poor. They both argued that by supporting such an institution, benefactors could meet two types of objectives: those relating directly to curing the sick and those that were purely selfish, such as pleasure or salvation. The first two parts of this section examine the objectives publicly acknowledged in this way by dispensaries. The third examines how dispensaries sought to differentiate their public image from that of hospitals by arguing that dispensary subscriptions were lower, that dispensaries were less likely to engender harmful dependency in recipients, and that under some circumstances the type -of care offered by a dispensary was more likely to lead to successful treatment.
Public Face, Private Objectives The public face of dispensary charity did not rest solely on altruistic concern for the needs of the sick poor, but also incorporated the benefits likely to accrue to benefactors as a result of their charitable actions. A number of arguments were used to connect the services of charity with the self-interest of benefactors.
Personal pleasure was presented as a legitimate outcome of dispensary charity. The General Dispensary, for example, referred to "that delight which all must experience who have been thus made the happy instruments under Providence" and "the inexpressible pleasure of relieving the distressed".18 Benefactors' self-interest was also evoked by arguments which suggested that it was providential for the rich to give to charity, as if charity were a form of self-insurance. This motive was implicit in a sermon preached by Watson, who reminded the rich that they might one day be reduced to poverty, and in another by Peckwell, who exhorted potential benefactors to "remember the hill of prosperity is not so strong but it may be removed".19
It might be expected that one of the factors motivating benefactors to contribute to a medical charity would be a desire to ensure that their dependents or employees had access to treatment. There are, however, no statements in the fundraising literature which explicitly suggest that caring for dependents formed a legitimate part of the public face of dispensary charity. In the Account of the General Dispensary, published in 1776, it was argued that the "spontaneous gratitude" of the poor towards benefactors would lead them to "greater labour" and "redoubled cheerfulness and vigour".20 While this could be interpreted as an appeal to the self-interest of employers, it could also refer to aggregate benefits likely to accrue to society as a whole. There were explicit references to three additional sources of personal benefit for dispensary benefactors. Firstly, curing the sick poor would prevent the recipients of charity sinking into pauperism, and thereby prevent an increase in the poor rates.21
Secondly, some of the literature maintained that charity could be a "passport to Heaven" (although a sermon preached on behalf of the Benevolent Institution in 1788 suggests that this was not a legitimate component of the public face of all dispensaries, since it argued that charity could not procure forgiveness for sin).22
Thirdly, benefactors were reminded that they might personally benefit from the results of medical research carried out in dispensaries. As already noted, medical professionals were directly involved in the foundation of many dispensaries, although their interests were ultimately subordinate to those of the benefactors. There were, however, instances when medical professionals publicly presented their own interests in the guise of benefactors ' objectives, presumably were associated with a charity which successfully cured the sick poor. One of these related to a humanitarian impulse: the desire to cure was presented as a compassionate and sympathetic response to the plight of the sick poor. Peckwell, for example, argued in 1782 that "The spirit of my countrymen, I speak as a Briton, is a spirit of generous compassion. Magnanimity is its parent, its employment a sympathetic condescension to the miseries of mankind".25 Dispensary literature also referred to a mercantilist-type desire to preserve the population for the sake of national wealth and national welfare. Although Andrew has argued that by the end of the eighteenth century this was no longer a matter of concern, the dispensaries' publications frequently referred to the desirability of saving lives.26 For example, in 1774 Lettsom advocated dispensaries as a means of saving the lives of women and children, in 1788 Home praised dispensaries for "encouraging population", and in 1791 the Plan of the St. Marylebone Dispensary argued that the dispensary could help to preserve the population, by reducing mortality amongst infants below the age of two: "From the nicest calculation it is found a melancholy truth, that nearly one half of the children born in this metropolis die before the age of two years; to remedy a source so destructive to population is one of the principal designs of this institution".27
Saving lives was explicitly coupled with improving the general welfare of society. As was stated in a report published by the Benevolent Institution: "The power, wealth and safety of a commercial nation, must in a great measure depend on the number, vigour and activity of its members; he, therefore, who preserves the life of a citizen, perforns the most effective service to the community".28 The dispensaries contended that they could help safeguard the national wealth by protecting the "soldiery".29 Peckwell's sermon on behalf of the London Dispensary, preached in 1782 during the American War of Independence, argued that dispensaries could play a particular role, "while the devouring sword therefore cuts off our youth, and the bellowing cannon destroys our countrymen".30
The sentiments that were publicly acknowledged as leading to support for charities designed primarily to cure the sick were related not only to compassion and national welfare, but also to benefactors' sense of their social duty. The Western Dispensary, for example, called "upon a generous public to give this institution their support, and to reflect upon the conscious satisfaction they will feel in performing those united duties which, as men and as members of society, they are expected to discharge".31 One aspect of this duty stemmed from a type of social contract or "mutual obligation" existing between rich and poor, with "the artisan always depending upon the affluent for employment, and the success of the artisan being always necessary to the ease and convenience of the rich had a duty to ensure the poor were provided with "the means necessary for the preservation of life".34 In return, "the poor owe to the rich gratitude, thankfulness, and respect for the good they receive from them".35 It seems likely that emphasis on this argument increased during the final decade of the eighteenth century, since Watson's sermon was not published until 1793, after the French Revolution, with an additional appendix expressing the hope that it would "have effect in calming the perturbation which has been lately excited among the lower orders".36
Benefactors' desires, both as individuals and as a class, to maintain social order were also consistent with the importance dispensaries gave to public statements that only "proper objects" would receive treatment. The first dimension of "properness" was socioeconomic: patients were considered "proper objects" only if they were unable to pay for treatment, and were also members of the "industrious" or "labouring" poor:
The persons for whom your benevolence is this day entreated are not of the number of those wandring and professional mendicants, who meet you at every turn, with their clamourous and importune petitions. Sober, and labourious, they are to be found at home; quiet, tho' wretched.37 By restricting admission to the "industrious" poor, charity could be used to impose order by rewarding acceptable behaviour.
The second dimension of "properness" required that only those patients who could be successfully treated should be admitted to dispensaries. John Millar, one of the physicians to the Westminster Dispensary, wrote in his Observations on the dispensary's practice published in 1777 that it did not take patients who were unlikely to benefit from treatment or who were mortally ill, "to prevent that time and attention being fruitlessly employed which might be bestowed in essential services".38 Millar stated that there were two criteria for this dimension of "properness": not only were patients screened to see if their condition was such that they would "receive benefit", but also as to whether they would "submit to the rules of the house". It is apparent that Millar viewed the latter as a necessary prerequisite for successful treatment, since the cases-hat he excluded under this criterion included children who would not take the medicine prescribed to them. The requirement that patients abide by the rules was common to all dispensaries. The Western and General dispensaries, for example, both included the following regulation in their annual report: " [Patients] are to behave themselves decently and soberly, and to conform to such rules as are given to them or be immediately dismissed".39 These may have been regulations designed to promote social control. This is certainly how Marland interprets them.40
Alternatively, as with the Westminster Dispensary, regulating the behaviour of patients may have been part of the medical regime; assuring benefactors that patients' behaviour would be controlled might have been a way of projecting an image of the dispensary as an institution designed to restore the sick to health. This interpretation is certainly consistent with contemporary medical practice, within which successful treatment generally relied on a strict, full regime of care, including regulation of diet, environment and air, amount of rest and wakefulness, exercise, evacuation, and degree of emotional stimulation.41
Public Face, Public Competition Late-eighteenth-century benefactors who wished to contribute to an organized charity which had as its primary function the cure of the sick poor faced a choice between hospitals and dispensaries. There was a private, political dimension to the choice, which will be examined in Section 3, below. Publicly, dispensaries maintained that some patients were more likely to be restored to health under the type of care they offered than under that offered by hospitals. However, few dispensaries tried to attract benefactors by condemning hospitals publicly: most described them as "noble", "praiseworthy", or "munificent receptacles",42 which provided a complementary service. Dispensary care was generally argued to be optimal for patients with certain medical characteristics, families that should not be separated, patients whose modesty required protection, and as accessible for benefactors with low incomes. Dispensaries were also presented as having a complementary role in preventing infection.
That the care offered by dispensaries was more appropriate for certain medical cases than that offered by hospitals was stated as a general principle by the Edinburgh Dispensary: "This charity shall be entirely confined to patients, whose diseases in the opinion of the physicians, are of such a nature as to render it either improper for them to be admitted into an hospital, or to not require it". Moreover, a number of writers proposed that steps could be taken to mitigate the risk of contagion in hospitals.51 Aikin, for example, argued that this could be reduced by constructing suitable hospital wards, and by the application of appropriate admission criteria. Percival pointed out that hospitals could regulate the temperature, ventilate the wards, and correct any "noxious effluvia" by the judicious use of windows and chimney flues, by allowing patients to smoke, and by carefully choosing patients' diet. Even John Millar, a dispensary physician, commented that improvements made to hospitals had contributed to reduced in-patient mortality.52 However, not all commentators displayed tolerance towards hospitals. At least one writer argued that they should be abolished as they were inevitably "gloomy receptacles of wretchedness".53 Moreover, the Plan of the St. Marylebone Dispensary, published in 1791, described contagion and impure air as "insurmountable objections" to hospitalization.54 It was not only infection which led dispensary supporters to question the efficacy of hospital care. The literature published by dispensaries also took up the general concern about the dangers of incarceration per se, and the detrimental effects of splitting up families.55 At least one dispensary argued that the separation of families might have undesirable medical consequences: the Western Dispensary stated that in hospitals "the invalid is separated from his dearest connections, and becomes prey to melancholy and despair".56 Moreover, the dispensaries also emphasized the social consequences of endangering "family unity". The Westminster Dispensary, for example, declared that removing key members from a household could "throw their affairs into confusion, and involve their families in irretrievable distress".57 The vulnerability of men and the dangerous consequences of hospitalizing women were stressed by most dispensaries, in passages such as the following, taken from a report published by the Benevolent Institution:
His wife being from home, he may be induced to spend his evenings in a public house where he may form connections which may ultimately destroy his happiness, bereave his wife of a once affectionate husband, and rob the community of a good and useful member.58
The dispensaries argued not only that negative consequences were likely if key family members were removed from their household; but that positive benefits would also follow if invalids were left at home, since this would strengthen "family unity": Dispensaries were not only claimed to be superior to hospitals for certain patients and for those who were needed at home, but they were also advocated for people whose "decent pride" meant that they did not wish to be seen in "public places of charity".60 For example, the Westminster Dispensary stated that "some are too modest publickly to acknowledge indigence and distress".61 A different type of modesty was emphasized by the Scottish Hospital (a charity which, in spite of its name, provided no in-patient care), which argued that in a hospital "a crowded assemblage of both sexes, and of all ages, was detrimental to their virtue and their happiness".62
The relative merits of hospitals and dispensaries were also evaluated according to the level of care that patients received. Patients admitted to hospitals as in-patients received a full regime of treatment, whereas the dispensaries provided primarily medicines and medical advice. Contemporary medical practice required a full regime of care, including regulation of diet, exercise, environment, and medicines, and it is apparent from the dispensaries' literature that the low regime administered to their patients was believed by some outside commentators to be insufficient to guarantee successful treatment. In the words of one "out-door" charity: "It has been objected to this Charity that the assistance it affords at present is too slender; that the supplying the poor with midwives and medicines is but a small and ineffectual relief'.63
These criticisms led most dispensaries to change their regulations and provide food for patients whose physicians believed it was necessary for their cure. The low regime provided by dispensaries was also cheaper than the high regime provided by hospitals. The dispensaries incorporated this into their public image, and deliberately directed appeals to benefactors with low incomes or those who wished to purchase cheaply the delights of "doing so much good".68
The sum which entitles the subscriber to the privileges of a governor is so small, that those who are possessed but of moderate fortunes may render themselves highly useful to their indigent neighbours, and enjoy the exalted pleasure of becoming, through the medium of this establishment, eyes to the blind, feet to the lame, and health to the sick.69
It appears, therefore, that, by projecting an image of themselves as institutions designed primarily to cure the sick poor, dispensaries appealed explicitly and publicly to the selfinterest and altruism of benefactors. This undoubtedly was part of the incentive for the support forthcoming, but there is evidence that benefactors indulged their own private interests as well.
III
The Private Face of Dispensary Charity That charity had a private face made up of objectives which were not publicly acknowledged as legitimate or meritorious, has been recognized by a number of historians, and is also implicit in statements made by eighteenth-century commentators. Early in the century Mandeville, for example, argued that "pride and vanity have built more hospitals than all the virtues together";70 and in 1758 Samuel Johnson lamented the fact that some charity was motivated by "fashion".71
Sermons preached to raise funds for specific dispensaries give some insight into private motives that the preachers believed led benefactors to give to dispensaries, but which they also held to be "unworthy". In the sermon preached to raise funds for the Benevolent Institution in 1788, Home exposed a number, such as: benefactions stimulated because "others perform them and we should be thought meanly of, were we to omit them"; acts designed to enable the benefactor "to acquire the character of benevolence"; and those motivated by "worldly interest" or "fashion".72
Webb has argued that dispensaries were inherently inferior to hospitals in their ability to meet what might be termed social objectives, since hospital benefactors could obtain status through their association with a monumental building, but this was not possible for dispensary benefactors.73 However, some of the rules and practices followed by dispensaries certainly allowed benefactors to meet a number of other social objectives. The rules governing the admission and discharge of patients permitted benefactors direct contact with the recipients of charity and placed the latter in a subordinate position. Contact The regulations of most of the dispensaries specified that patients could be admitted only with a letter of recommendation from a benefactor. It appears that the Public, Western, and London dispensaries also admitted a small number of patients directly, if they could be classed as accident cases. 79 The Public Dispensary was one of the few to publish the number of patients "admitted as accidents and casualties without the usual form of recommendation". Between its foundation in 1783 and 1793, the Public Dispensary admitted 14,404 patients, of whom 288 (1.9 per cent) were admitted directly as "accidents and casualties". During the following year only 0.5 per cent of the patients admitted to the Public Dispensary were accident cases. See Plan of the Public Dispensary in Carey Street, London, 1793 and 1894. By contrast, in 1791 the Middlesex Hospital admitted 1117 in-patients and out-patients, of whom 30 per cent were casualties. In 1795, the next year for which data is available, 27 per cent of the total number of patients admitted to the Middlesex were accident cases. See Minutes of the weekly board of the Middlesex Hospital, 1791, 1795.
80 The disparity between the proportion of patients treated as accident victims in dispensaries as opposed to hospitals may reflect a disparity in demand, if the relative proliferation of hospitals in London meant that most "accidents" could gain admission to a hospital. I am grateful to an anonymous referee who emphasized this point.
Benefactions to dispensaries conferred not only the right to recommend patients, but also the right to vote for the election of officers. Lettsom noted this with approbation, and stated that during the 1773 election, when he was elected physician to the General Dispensary, "one hundred and fifty governors were added". and familial links, as well as through the press, regular meetings (the "conciliabulum"), and commercial networks.92 It is conceivable that the medical charities also functioned as institutions facilitating this end, since the dispensaries rapidly acquired subscribers, many of whom qualified as voters.93
In their role as political clubs, dispensaries would have been attractive to benefactors seeking to legitimate their own beliefs, or to gain access to political influence. This is consistent with Morris's view, that voluntary societies were one of the vehicles used by the middle classes in nineteenth-century Leeds, to gain access to the organs of the state and political power.94 That there was indeed a political dimension to the support forthcoming for dispensaries, and that different dispensaries were aligned with different political parties is suggested by the political allegiance of the presidents and vice-presidents of some of the London dispensaries. These were their elite figureheads, attracting benefactions from individuals seeking social advancement, and their identity as well as their titles were important. A dispensary effectively borrowed the reputation of its patrons: "It was very well for [a dispensary] to have men of distinguished intelligence, ability and influence, in order to induce those who would otherwise have had no confidence in it to place their money in it".95
The president and vice-presidents were not generally directly involved in the initial setting-up of a dispensary, but were approached by the founders some time later. The Westminster Dispensary, for example, was founded on 6 June 1774 and potential officers were approached on 5 December of that year.96 Given their important role in attracting benefactors, it seems likely that the officers were deliberately chosen; and that their identities contributed to the image projected by dispensaries and could be used to appeal to benefactors' private objectives. In this case, the political affiliation of these office holders was likely to be important, and any pattern in the allegiance of officers associated with the various dispensaries is unlikely to be coincidental.
The Political Affiliation of the London Dispensaries
Although there is a body of secondary literature which suggests that parties played a role in the eighteenth-century political milieu, there was no clear and constant identification between individuals and a particular party.97 The complex and constantly changing allegiances which characterized politics during this period mean that a full identification of the allegiance of any individual requires specialized knowledge and an investment of time that is beyond the scope of this paper. Even though the material presented here is therefore a simplified portrayal of the contemporary political milieu, it shows not only that a large proportion of the presidents and vice-presidents of most of the dispensaries were Members of Parliament, but also that there was generally a pattern in the political allegiance of those associated with particular dispensaries.98 92 Wilkes, was an office holder in both.120 These organizations have been included in the analysis, even though they were not medical dispensaries, because they were founded by Wilkes' supporters, and they serve to illustrate the political homogeneity of individual institutions. The timing of their foundation, in the same year as the Westminster Dispensary, also suggests that they may have been set up in response to the political competition offered by this dispensary.
There is no obvious pattern to the political involvement of the officers of the Dispensary Pitt.131 This was the only dispensary in the sample with just one Member of Parliament among its office holders, and also the only dispensary for which there is direct information about the motives which led to its foundation.132 It was established by a group of people who believed that the way in which medical officers were elected to other dispensaries was corrupt, and who therefore wished to create an institution with rules that would prevent such practices.133 It is noteworthy that this, the only dispensary which did not have explicit links with a large number of politicians, was also one with direct evidence suggesting that it was set up for a purpose that was not related to party politics.
It appears, therefore, that there was a pattern in the political allegiance of the officers associated with a number of the dispensaries founded in London during the final quarter of the eighteenth century. Additional research is required to determine the political affiliation of medical officers and benefactors, but the evidence presented in this section suggests that this would be worthwhile.
Although political allegiance was not explicitly and publicly acknowledged as forming part of a dispensary's public image, the identity of its presidents and vice-presidents contributed to it none the less and was paraded in front of benefactors, as if these officers embodied the institution. The officers therefore formed an intrinsic part of a dispensary's fundraising strategy, and their reputation, status, and political allegiance are integral to an explanation for the support forthcoming for dispensaries.
V Conclusion
The existing secondary literature focuses on the administration of dispensaries, and the role of medical professionals in their foundation. This paper has addressed a different issue: the objectives underlying the charitable support for dispensaries. As noted in the introduction, most of the secondary literature assumes that benefactors were motivated by the needs of the newly industrialized, urban poor. However, as Rubin has pointed out, there is no direct relationship between the needs of the poor and the supply of charity.134
Rather than just examining the former, an explanation of dispensary charity must examine the objectives of benefactors.
This paper has argued that dispensaries projected an image that would appeal to benefactors for a number of reasons. Some of these were publicly acknowledged, other more private ones were not given explicit recognition but were, nevertheless, a vital part of appeals for financial support. Humanitarianism and the needs of the poor were certainly integral to the public image of dispensary charity, and some benefactors may have been attracted by this aspect for altruistic motives. But dispensary rules and practices, and the social and political identity of the elite figureheads of these institutions contributed subtly to the image used to attract subscribers. As the paper has shown, the needs of the sick poor are not a necessary part of an explanation for the support forthcoming for dispensaries, nor can they be assumed to provide a sufficient explanation for dispensary charity.
134 M Rubin, 'Imaging medieval hospitals. Considerations on the cultural meaning of institutions', in Barry and Jones (eds), op. cit., note 26 above, p. 16.
